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DEPARTMENT

Susana Martinez, Governor
Sidonie Squier, Secretary
Julie B. Weinberg, Director

October 30, 2014

The Honorable Ron Wyden The Honorable Orrin Hatch

Chairman Ranking Member

Senate Finance Committee Senate Finance Committee

The Honorable Fred Upton The Honorable Henry Waxman
Chairman Ranking Member

House Energy & Commerce Committee House Energy & Commerce Committee

Dear Congressmen:

Thank you for your July letter to governors seeking information and feedback about the Children’s
Health Insurance Program (CHIP), including policy recommendations for the program as Congress
considers the future of CHIP and the reauthorization of funding beyond federal fiscal year 2015. As
you rightly note, both Medicaid and CHIP are operated as state-federal partnerships, and New Mexico
appreciates the chance,to offer input about imminent policy and financial considerations. In response,
we are pleased to answer your questions in greater detail.

CHIP Enrollment Status and Demographics

New Mexico administers CHIP as an expansion of Medicaid, rather than as a stand-alone program.
While CHIP enrollees have some additional cost-sharing responsibilities that differ from traditional
Medicaid (discussed in greater detail below), the program itself has the same benefit package,
application process and administrative structure as children’s Medicaid; and essentially operates as two
separate categories to cover children ages 0-5 and 6-18 who do not meet the income maximums for
Medicaid.

As of October 1, 2014, New Mexico covered just over 14,000 children under CHIP — a number that
has grown significantly since last January, when New Mexico had approximately 7,500 CHIP
enrollees. For children 0-5 years-old, income eligibility for CHIP is between 240-300 percent of the
federal poverty level (FPL); and for children ages 6-18, income eligibility is between 190-240 percent
FPL. Children in families with income below these thresholds are eligible for Medicaid.

Approximately 12 percent of CHIP enrollees are Native American, and about 55 percent reside in rural
New Mexico counties. CHIP enrollees are generally considered a healthy population. In New Mexico,
most children who are enrolled in CHIP receive services through a managed care organization (MCO),
with the exception of Native Americans, who may opt-into or out of managed care.
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ACA-Related Changes

The most noteworthy change that New Mexico made to its CHIP program as a result of the Patient
Protection and Affordable Care Act (ACA) was the conversion of existing CHIP income thresholds to
equivalent income limits based on the modified adjusted gross income (MAGI) methodology. Per
Section 2101(f) of the ACA, New Mexico also created a specific sub-category of CHIP for children
who lose Medicaid coverage at renewal due to the elimination of income disregards as a result of
MAGI conversion. And, like most other Medicaid categories, CHIP is subject to the same streamlined
application and renewal processes that are required by the ACA.

CHIP Benefits & Cost-Sharing

Since CHIP operates as an extension of Medicaid in New Mexico, the benefits that are available to
CHIP enrollees include the full gamut of physical, behavioral, oral health, vision and Early and
Periodic Screening, Diagnosis and Testing (EPSDT) services that are provided to the traditional
Medicaid population. There are some notable benefit differences between CHIP and the health plans
that are available via most New Mexico employers and the Health Insurance Marketplace, since these
plans generally do not include dental services, eyeglasses, vision refraction and psychiatric residential
treatment centers comparable to CHIP. The CHIP dental benefit package is the benefit source for
stand-alone dental plan offerings available to children on the Marketplace.

New Mexico charges co-payments to CHIP recipients, as outlined below:

Co-Pay Item or Service
$2 Prescription drug item
(Not applied when the co-payment for a brand-name drug
is applied.)
$3 Brand-name drug
(Applied when there is a less expensive drug available.)

$5 Outpatient visit to a physician or other practitioner, dental
visit, therapy session or behavioral health session
$8 Non-emergent use of the emergency room

$25 Inpatient hospital admission

These co-payments are far lower than the cost-sharing provisions of most other commercial and
Marketplace health plans. New Mexico CHIP does not charge premiums or deductibles.

Future CHIP Funding

New Mexico receives a higher federal match rate for CHIP enrollees than it does for Title XIX
Medicaid recipients, and this additional federal funding has allowed our state to provide health
insurance to children whose families have too much income to qualify for Medicaid, but who may
have historically struggled to afford the deductibles and premiums associated with private or
employer-sponsored coverage. With the creation of the Health Insurance Marketplace and federally
subsidized coverage options and cost-sharing reductions, private insurance is now more affordable
than when CHIP began years ago. It is interesting to note that CHIP enrollment has increased
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substantially in New Mexico since last January, the reasons for which are unclear. While a portion of
this enrollment increase may be a “woodwork” effect due to the ACA’s individual mandate and the
related outreach and visibility of new coverage options, the increase may also reflect that middle-
income families might be forgoing private coverage to take advantage of the greater affordability
offered by CHIP.

CHIP reauthorization presents an opportunity for Congress to inventory and streamline the wide array
of coverage and affordability options that are now available to moderate- and middle-income families.
While New Mexico currently uses the federal Marketplace platform, our state is moving quickly
toward implementation of a state-based Marketplace for the 2016 open enrollment period. Our
experience to date has been that transitioning populations and coordinating coverage between
Medicaid and the federally facilitated Marketplace is a clunky and challenging process; and fewer
families than originally anticipated have been able or willing to purchase coverage through the
Marketplace. Until New Mexico has a mature state-based Marketplace that can ensure a streamlined
and seamless process for families in accessing coverage, our state believes that CHIP — and the federal
funding that goes with it — will remain an important coverage option for New Mexico families.

No discussion about CHIP funding can be held without recognizing that all states are currently
operating under the ACA’s maintenance of effort (MOE) provision, which requires the continuation of
pre-ACA Medicaid and CHIP coverage levels for children through 2019. Federal rules for maintaining
eligibility are unclear should CHIP allotments be discontinued, and any Congressional action on CHIP
funding must make clear that the MOE provision would not apply should federal funding for the
program be reduced or disappear altogether.

CHIP Allotments

The CHIP allotment process and methodology have worked well for New Mexico, and we don’t have
any specific recommendations for change. Should you consider a new allotment process or
methodology, we urge you to keep financial stability and predictability for states at the forefront of
your deliberations. We are committed to slowing the growth rate of health care costs while improving
the quality of care, especially in Medicaid and CHIP. Large swings in federal financial participation
can inhibit those efforts. Given that New Mexico, like most other states, would exhaust federal CHIP
allotments during fiscal year 2016 without funding reauthorization, we may need more flexibility and
time to adjust to this funding change.

Reaching Uninsured Children

New Mexico agrees that Medicaid and CHIP have been at the frontlines of making headway in
reaching uninsured children, and this has historically been where our state has focused much of its
attention. In addition to New Mexico’s comparatively high Medicaid and CHIP income thresholds, the
state has worked hard to facilitate the easiest and most straightforward enrollment and eligibility
processes possible — including widespread use of presumptive eligibility for children and pregnant
women, implementation of continuous eligibility for child categories, use of administrative renewals,
and automatic deeming of newborns as Medicaid- or CHIP-eligible when born to a Medicaid-enrolled
mother. These policies have greatly aided our state in not only enrolling uninsured children into
coverage, but in facilitating greater retention and ongoing child health improvements. Our state
encourages Congress to be innovative and flexible in thinking about how states might continue to
develop similar strategies as it works through the CHIP reauthorization process.
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In conclusion, let me thank you again for seeking consultation from the states on this important issue.
If you have any questions or need additional information, please don’t hesitate to let me know.

u e B. Weinberg, Director
Medical Assistance Division
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New York’s Child Health Plus program currently is a combination program, meaning
children ages 6 to 18 between 100% and 133% of the Federal Poverty Level (FPL) are
funded under Title XXI of the Social Security Act through a Medicaid expansion. The
separate portion of the program provides subsidized coverage to children from birth
through age 18 that are not eligible for Medicaid and in families with incomes under
400% of the FPL ($95,000 for a family of four). Children in families over 400% of the
FPL that are otherwise eligible for coverage may enroll in the program at full cost.

As of July 2014, approximately 476,000 children are covered by CHIP: 297,180 in the
separate CHIP program and approximately 179,000 through the Medicaid expansion.
Attached is additional information describing the demographic characteristics of children
enrolled through the separate program, including enrollment by poverty level,
immigration status and ethnicity.

. What changes has your state made to its CHIP program as a result of the Patient
Protection and Affordable Care Act (PPACA)? How has the implementation of
PPACA impacted the way your state administers CHIP?

The biggest change in the administration of the CHIP program as a result of the PPACA
is that eligibility determinations are now being performed by the New York State of
Health (NYSOH), New York State’s health insurance marketplace. NYSOH is an
integrated eligibility system for all programs available under the Affordable Care Act,
Medicaid, Child Health Plus, and qualified health plans with and without tax credit and
cost sharing reductions. Previously, eligibility determinations for Child Health Plus were
performed by participating health plans and Medicaid eligibility determinations by local
departments of social services.

Another significant change under the ACA is the use of Modified Adjusted Gross Income
(MAGI). Previously, the Child Health Plus program used gross income in determining
eligibility. Moving to MAGI resulted in changes such as no longer counting child support
or worker’s compensation coverage as income, In addition, household composition rules
were changed under ACA. The household composition is now based on the tax filing
household.

Other changes have been made as a result of the ACA to more closely align the separate
CHIP program with Medicaid eligibility rules.

. To the extent the following information is readily available and you believe it is
relevant, please describe the services and or benefits and cost sharing currently
provided in your state under CHIP that are not comparably available through your
state’s exchange or through the majority of employer sponsored health plans in
your state,










NYS CHILD HEALTH PLUS PROGRAM

Household Income -

Federal Poverty Level Enrollment* % of Total
<160% FPL 74,165 25%
160-222% FPL 109,451 37%
223-250% FPL 35,664 12%
251-300% FPL 36,582 12%
301-350% FPL 20,709 7%
351-400% FPL 11,598 4%
> 400% FPL 9,011 3%
Grand Total 297,180 100%
Total Subsidized 288,169 97%
CITIZENSHIP
Citizen 256,757 86%
Qualified Immigrant 8,335 3%
Unqualified Immigrant 32,088 11%
Total 297,180 100%
RESIDENCE
NYC 104,276 35%
Rest of State 192,904 65%
Total 297,180 100%
ETHNICITY
Asian 23,157 8%
Black 19,340 7%
Hispanic 46,830 16%
American Indian 311 0%
Pacific Islander/Hawaiian N 230 0%
Unknown 85,668 29%
White 121,644 41%
Total 297,180 100%

* July 2014 Enrollment



North Carolina Department of Health and Human Setvices
Division of Medical Assistance
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Governor Ambassador (Ret.)
Secretary DHHS

Robin Gary Cummings, M.D.,
Deputy Secretary for Health Services
Director, Division of Medical Assistance

November 10, 2014

The Honorable Ron Wyden The Honorable Fred Upton

Chairman Chairman

Senate Finance Committee House Energy & Commerce Committee
221 Dirksen Senate Office Building 2183 Rayburn House Office Building
Washington, DC 20510 Washington, DC 20515

The Honorable Orrin Hatch The Honorable Henry Waxman
Ranking Member Ranking Member

Senate Finance Committee House Energy & Commerce Committee
104 Hart Senate Office Building 2204 Rayburn House Office Building
Washington, DC 20510 Washington, DC 20515

Dear Chairman Wyden, Ranking Member Hatch, Chairman Upton and Ranking Member
Waxman:

On behalf of Governor Pat McCrory, I am responding to your recent letter asking for North
Carolina’s input on the Children’s Health Insurance Program (CHIP). We have provided
detailed responses and data that may assist in your discussions on CHIP reauthorization.

www.ncdhhs.gov
Tel 919-855-4100 » Fax 919-733-6608
Location: 1985 Umstead Drive » Kirby Building » Raleigh, NC 27603
Mailing Address: 2501 Mail Service Center * Raleigh, NC 27699-2501
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1. How many individuals are served by your state’s CHIP program? What are the
characteristics of CHIP enrollees in your state (e.g. income, health status, demographics)?

North Carolina has four groups of children funded under Title XXI of the Social Security Act,
the Children’s Health Insurance Program (CHIP):

FAMILY INCOME
PROGRAM AGE RANGE ELIGIBILITY
Medicaid expansion Birth — 12 months 186 — 200% FPL
Medicaid expansion 13 months - 5 years 134 —200% FPL
Medicaid expansion 6 —18 years 101 - 133% FPL
Separate CHIP Program 6 — 18 years 134 - 200% FPL

Note; Federal Poverty Limit (FPL)

Under the Medicaid expansion programs, children receive the full range of Medicaid services
paid for using Title XXI (CHIP) funds. These children are considered enrolled in Medicaid.
Title XXI funding, with its enhanced Federal matching rate, allows North Carolina to provide
these children with a richer array of services necessary early in life at a reduced cost to the State.

NC Health Choice program beneficiary enrollment in July 2014 exceeded 82,000. NC Health
Choice beneficiaries reside in all 100 counties, but the number of beneficiaries varies from only
57 in one coastal county to more than 5,700 in one southwestern county. The average number of
NC Health Choice beneficiaries per county is 821. See the figures below for the beneficiary age
distribution, gender distribution, and income distribution.
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Comparison of NC CHIP, Employer-Sponsored, and FFM
Health Insurance Cost Sharing

NC Health Choice

NC Teachers and State
Employees 70/30 Health
Plan with BCBS (SHP)?

NC Federally
Facilitated Marketplace
70/30 Silver Plan with
BCBS?

Monthly Premium

(individual) $0
(family}  $0
Annual enrollment fee of

$50 per child or $100 per
family for applicants living

(individual employee) $0 for
employee; paid by the State

(employee + 1 or more
children) $205.12

(employee + spouse + 1 or

(individual child) $139**

at 151% -200% of FPL more children) $562.94
Annual Deductible (individual) $0 (individual) $933 (individual child) $5,000
(family)  $0 (family)  $2,799 {Pharmacy) $200
Coinsurance (individual) $0 (individual) 30% of eligible
expenses afier deductible
(family)  $0
(family) 30% of eligible
expenses afier deductible
Coinsurance (individual) 5% of (individual) $3,793 (individual child) $6,350**
Maximum household income, or
(excludes deductible) $2,385* (family) $11,379

(family) 5% of household {pharmacy) $2,500 (pharmacy) $0
income, or $2,385*%
Preventive / Wellness | $0 for all beneficiaries $33 primary care $25 primary care

Visit co-payment

$81 specialist

Other Provider Office
Visit
Co-payment

$0 for beneficiaries living at
134% -150% of FPL

$5 for beneficiaries living at
151% -200% of FPL

$35 primary care or mental
health

$81 specialist

$25 primary care

$50 specialist

Inpatient Hospital
Co-payment

$0 for all beneficiaries

$291 co-pay, then 30% after
deductible for hospital
services

30% after deductible for
provider services in the
hospital

30% afler deductible

Prescription Drug
Co-payment

. $1 generic for all
beneficiaries

. $3 brand if peneric
available for
beneficiaries living at
134% -150% of FPL

. $10 brand if
generic available for
beneficiaries living at
151% -200% of FPL

Range of $12 - $125 tiered
co-pays depending on tier
and brand if generic
available

After deductible:
* 510 generic
*  $50 preferred
s  $70 non-preferred
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If CHIP program funding is not extended, there will be fewer insurance options for children
living in low-income families in North Carolina. Although comparable benefits may be
available in the FFM, low income families’ out-of-pocket expenses may be higher than they are
for low income families with children enrolled in the North Carolina CHIP Program. The side-
by-side comparison in the table shows that cost sharing could be a prohibitively expensive factor
for families even if their children qualify for insurance on the FFM, depending in part on the
amount of applicable premium tax credits or cost sharing reductions.

Federal legislators and administrators at the Centers for Medicare and Medicaid Services already
know that program beneficiaries “churn™ back and forth within the CHIP and Medicaid programs
as a result of low income families’ sometimes transient or even seasonal work and fluctuating
income statuses. When family income temporarily becomes too high for CHIP program
eligibility but too low to allow a family to afford a private insurance policy on the FFM, the
children in those families will be at risk for being uninsured, gaps in coverage, and limited to no
access to preventive screenings, treatment, prescription medications, or behavioral health
interventions for chronic conditions. Cost-effectiveness studies have shown that preventive care
saves millions of dollars in long-term treatment for preventable chronic conditions and co-
morbidities. CHIP program funding is therefore an investment in the health and future of North
Carolina’s and America’s low income children.

5. In spite of the restructuring and retargeting of allotments that occurred in 2009, some
CHIP funding remains unspent. Do you believe the annual allotments your state has
received starting in 2009 have been sufficient and the formula is working appropriately?
Do you belicve there is a need for Congress to further address the issue of unspent
allotments?

Federal allotments received for the North Carolina CHIP program have been sufficient to fund
operations within the framework of the existing State budget for the program. North Carolina
recommends that any modifications to the formula addressing unspent allotments should account
for the shift of previously eligible children from CHIP programs to State Medicaid programs as a
result of the Affordable Care Act MAGTI eligibility threshold changes.

6. Over the past number of years, states have worked to reduce the number of uninsured
children, and Medicaid and CHIP have been a critical component of that effort. Do you
believe there are federal policies that could help states do an even better job in enrolling
eligible children? What other policy changes, if any, would help improve enrollment of
eligible children, reduce the number of the uninsured, and improve health outcomes for
children in your state?

North Carolina’s outreach and enrollment processes have been very effective. North Carolina has
qualified for Children’s Health Insurance Program Reauthorization Act (CHIPRA) Performance
Bonus awards for enroliment and retention for the past three consecutive years. Given the
enhanced outreach inherent to FFM implementation and successful State outreach and
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enrollment in recent years, North Carolina does not have any policy recommendations or
requests for improvements for federal program enrollment regulations.

However, North Carolina encourages increased flexibility in the design and implementation of
our health care delivery systems and federal funding streams so that we may address the unique

needs of North Carolinians.

Thank you again for your letter. Please feel free to contact me or my staff if you need any
additional information.

Sincerely,

Director

cc; Governor Pat McCrory, State of North Carolina
Secretary Aldona Wos, MD, North Carolina Department of Health & Human Services
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John R. Kasich, Governor

John B. McCarthy, Director

November 6, 2014

Chairman Fred Upton

House Committee on Energy and Commerce
2183 Rayburn House Office Building
Washington, D.C. 20515

Chairman Upton,

On behalf of Governor John Kasich, | would like to thank you for the opportunity to weigh in on
the debate over funding for the Children’s Health Insurance Program (CHIP). Ohio remains
committed to improving the health and well-being of its children and looks forward to working
with the Federal government to improve their future.

Ohio’s CHIP program is administered as an extension of the Ohio Medicaid program covering
children who come from households with income under 200% of the Federal Poverty Level.
Children enrolled in CHIP have access to all Medicaid benefits including vision, dental,
behavioral health services, physical health, and most importantly early periodic, screening,
diagnosis and treatment (EPSDT) services. Additionally, there is no cost sharing for services.
With the way Ohio has chosen to administer CHIP, there was no need for changes due to the
Patient Protection and Affordable Care Act (PPACA). Ohio currently covers 151,605 children
under CHIP with 51% of them being male and 49% female. Roughly 74% of the population is
Caucasian, 23% African American, 2% Asian/Pacific Islander, and 1% listed other.

To continue our successes in connecting children to coverage, Ohio and other states need
clarity on what Congress plans to do sooner rather than later. A decision regarding tens of
millions of dollars requires ample time for states to properly budget. Should the Federal
government choose not to fund CHIP, Ohio must continue to cover the children and the
services they receive unless there is a corresponding change in the Federal Maintenance of
Effort (MOE) requirement under the Affordable Care Act. That would mean a reduction in the
federal matching percentage for those services from 73.85% to 62.64%, which equates to an
11.21% cut in funding to the state. The difference would have to be covered by state dollars
which would cause a significant budget deficit. The timeline for Ohio’s budget process sees a
budget bill being introduced in early February with passage occurring prior to the start of a new
state fiscal year on July 1, 2015. This needs to be taken into consideration when Congress
makes their decision moving forward. Ohio’s CHIP allotment has worked well for the state and
has sufficiently covered all of its CHIP expenditures, therefore Ohio does not recommend any

50 WestTown Street, Suite 400
Columbus, Ohio 43215
jfs.ohio.gov

An Equal Opportunity Employer and Service Provider



changes in that area.

Ohio’s children remain a priority and through Medicaid, CHIP, and private insurance, Ohio has
covered roughly 95% of its children. Ohio has received over $63 million since 2010 in Children’s
Health Insurance Program Reauthorization Act of 2009 (CHIPRA) bonuses. CHIPRA dollars have
gone on to fund and supplement funding for modernization of the Medicaid program and for
innovative strategies in providing services. Ohio has also made a major step towards
simplifying enrollment. On October 1, 2013, Ohio launched Ohio Benefits, a simple, self-service
website that makes it easier for Ohioans to sign up for the health care coverage that may be
available to them. Through July 31, 2014, this system has processed over 825,000 applications.
The success of this system comes from coordination from the state and local government
entities.

Thank you again for the opportunity to explain Ohio’s Children’s Health insurance Program.
Please let me know if you need any further information.

"John B. McCarthy
Director
Ohio Department of Medicaid

Cc: Ranking Member Henry A. Waxman, House Committee on Energy and Commerce
Chairman Ron Wyden, Senate Finance Committee
Ranking Member Orrin Hatch, Senate Finance Committee
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Mary Fallin
Office of the Governor

State of Oklahoma
October 29, 2014

VIA ELECTRONIC TRANSMISSION

The Honorable Ron Wyden The Honorable Fred Upton

Chairman Chairman

Committee on Finance Energy and Commerce Committee
United States Senate United States House of Representatives
221 Dirksen Senate Office Building 2183 Rayburn House Office Building
Washington, DC 20510 Washington, DC 20515

The Honorable Orrin G. Hatch The Honorable Henry Waxman
Ranking Member Ranking Member

Committee on Finance Energy and Commerce Committee
United States Senate United States House of Representatives
104 Hart Office Building 2204 Rayburn House Office Building
Washington, DC 20510 Washington, DC 20515

Dear Chairmen Wyden and Upton, and Ranking Members Hatch and Waxman:

On behalf of the state of Oklahoma, I am pleased to submit this reply to the July 29 Congressional
correspondence requesting our input on the continuation of Children’s Health Insurance Program (CHIP)
funding beyond Federal Fiscal Year (FFY) 2015.

Since 1997, Oklahoma’s CHIP children have been enrolled in SoonerCare, the Oklahoma Medicaid program,
which is currently a combination program. Members qualifying for SoonerCare under the CHIP program are
under age 19 and have incomes between the maximum for standard Medicaid eligibility and 185 percent of
Federal Poverty Level (FPL) guidelines. The majority of these CHIP children are enrolled in an integrated
health care delivery system, SoonerCare Choice, which is a patient-centered medical home program. Since
2010, through Insure Oklahoma (a public-private premium assistance program) Oklahoma has been providing
subsidized coverage through qualified small business employers to children from birth through age 18 who
are not eligible for Medicaid and in families with incomes from 186 percent through 200 percent of FPL, as
well as pregnancy-related benefits to some Medicaid-ineligible pregnant women.

Below are responses to the six questions outlined in your correspondence:
1. How many individuals are served by your state’s CHIP program? What are the characteristics
of CHIP enrollees in your state (e.g., income, health status, demographics)?

In State Fiscal Year (SFY) 2014, Oklahoma had 155,718 unduplicated CHIP enrollees in its
SoonerCare programs. Attached is additional information describing the demographic characteristics
of this population.
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2. What changes has your state made to its CHIP program as a result of the Patient Protection
and Affordable Care Act (PPACA)? How has the implementation of PPACA impacted the way
your state administers CHIP?

Oklahoma’s real-time online enrollment system for SoonerCare, operational since September 2010,
required significant and costly modification to its rules engine and single streamlined application to
comply with the PPACA Modified Adjusted Gross Income (MAGI) standard. Because of the
PPACA eligibility changes for income and household composition, extensive training modules were
developed for both Medicaid agency staff as well as contracted call center staff in order to
effectively assist Oklahoma families with children who were not eligible through the Federally
Facilitated Marketplace (FFM). Because Oklahoma is an assessment state, the final eligibility
determination is completed by the state’s Medicaid agency. Overall, it is more complex and time
consuming for Medicaid agency staff to accurately determine income under MAGI, adding an
increased burden to Oklahoma.

Oklahoma also made all necessary policy revisions and system changes to comply with the PPACA,
including moving those children under 133 percent FPL from Title XXI to Title XIX.

3. To the extent the following information is readily available and you believe it is relevant, please
describe the services and or benefits and cost sharing currently provided in your state under
CHIP that are not comparably available through your state’s exchange or through the
majority of employer sponsored health plans in your state.

The majority of Oklahoma’s SoonerCare CHIP children are enrolled in the Medicaid/CHIP
combination program. As required by CMS, these children receive comprehensive medically
necessary benefits, including non-emergency transportation, dental and vision care. These services
are offered within the Medicaid cost sharing limitations.

SoonerCare coverage for children, with CMS required benefits and wrap around services, is equal to
Federally Facilitated Marketplace plans with a 90 percent actuarial value. Premiums for a
comparable child-only plan for a 12-year-old in Oklahoma County, excluding dental and vision,
currently range from $192 to $252 per month. There are premium variations across the state based
on age, county of residence and scope of benefits.

4. Do you recommend that CHIP funding be extended? If so, for how long, and for budgeting
and planning purposes, under what timeframes should Congress act upon an extension? If you
do not believe CHIP funding should be extended, what coverage (if any) do you believe CHIP
enrollees in your state will be able to obtain? How many children covered by CHIP do you
estimate would become uninsured in the absence of CHIP?

Yes, to allow time to resolve existing program or policy issues, such as the family glitch, and
provide continuity of coverage to children, Oklahoma recommends the CHIP program be extended
through FFY 2019. The family glitch refers to the situation in which employer-sponsored insurance
for family coverage might prove too costly for low-income employees, even though affordable on an
individual basis. This situation should be resolved during the extension period to ensure the health
and financial security of our families and in a way that supports workers through enrollment in
employer-sponsored health insurance. For state budgeting and planning purposes, Congress should
take immediate action.

5. Do you believe the annual allotments your state has received starting in 2009 have been
sufficient and the formula is working appropriately? Do you believe there is a need for
Congress to further address the issue of unspent allotments?

Since FFY 2013, Oklahoma’s annual allotments have not been sufficient to cover our CHIP expenditures.
However, the state had enough unspent allotments from previous years to bridge the gap between our
annual allotments and annual expenditures. For FFY 2014, Oklahoma’s projected CHIP expenditures will
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exceed the annual allotment. Once again, Oklahoma will rely on its unspent allotment for sufficient
funding. With the continued pressure of program growth forced by the PPACA, Oklahoma expects there
will be a need for increased allotments in the future.

Unspent allotments from each state might be more efficiently managed if Congress established and
maintained a contingency fund for states that experience funding shortfalls.

6. Over the past number of years, states have worked to reduce the number of uninsured
children and Medicaid and CHIP have been critical components in that effort. Do you believe
federal policies could help states do an even better job in enrolling eligible children? What
other policy changes, if any would help improve enrollment of eligible children, reduce the
number of uninsured and improve health outcomes for children in your state?

I have stated health goals for Oklahoma that include improving population health outcomes, reducing the

number of uninsured, increasing access to health services and improving the quality of care. To that end, I

believe federal policies should support state managed programs to achieve these objectives. Oklahoma

specifically supports the following programs and policies:

e Provide flexibility to states for innovation and reward that innovation through incentive
programs (for example, the CHIP performance bonus program);

e Support quality measurement and improvement as a way to specifically address health outcomes
through programs such as the CHIPRA pediatric quality measurement and improvement;

e Reduce the burden on states for the PPACA enrollments by extending the use of CHIP
allotments to cover previously Medicaid-eligible children; and,

e C(Create program efficiencies by establishing and maintaining a contingency fund for states with
annual CHIP expenditures exceeding that state’s annual allotment.

In conclusion, Oklahoma believes adoption of these recommendations would have a positive impact on health
outcomes for our youngest citizens by improving access to quality preventive and primary health care.

Mary Fallin
Governor
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SoonerCare CHIP SFY 2014

Race Medicaid/CHIP CHIP Standalone* CHIP Total

American Indian 19,009 191 19,200
Asian or Pacific Islander 3,285 661 3,946
Black or African American 12,950 274 13,224
Caucasian 93,768 6,847 100,615
Declined to Answer 4,758 212 4,970
Multiple Race 13,667 96 13,763
Total 147,437 8,281 155,718

Hispanic Ethnicity 30,673 5,642 36,315

Race is self-reported by members at the time of enroliment. The multiple race members have selected two or more races. Hispanic is an
ethnicity not a race. Hispanics can be of any race and are accounted for in a race category above.

Gender Medicaid/CHIP CHIP Standalone* CHIP Total

Female 72,799 7,930 80,729
Male 74,638 351 74,989
Total 147,437 8,281 155,718
Age Medicaid/CHIP CHIP Standalone* CHIP Total

Infant (0) 3,563 3,568
1-5 29,996 149 30,145
6-12 64,699 282 64,981
13-18 49,179 511 49,690
19 & Over** 0 7,334 7,334
Total 147,437 8,281 155,718
Age as of end of SFY (6/30/2014).

**Only Soon-To-Be-Sooners members can be 19 & Over.

Federal Poverty Level Medicaid/CHIP CHIP Standalone* CHIP Total

100% - 132% 66,424 5,995 72,419
133% - 149% 23,915 548 24,463
150% - 185% 57,098 1,738 58,836
Total 147,437 8,281 155,718

Monthly Average Enrollment

Medicaid/CHIP

CHIP Standalone*

CHIP Total

*CHIP Standalone includes Soon-To-Be-Sooners (STBS) and Insure Oklahoma children. STBS provides limited coverage for pregnant
women related to pregnancy-related health care services for the benefit of the baby.

Data valid as of 7/14/2014 and subject to change.


















































